given as weekly intravenous infusion of 60 mg/kg and can be obtained in the UK on a named patient basis.
It is not clear why so few cases of alpha-I-antitrypsin deficiencypanniculitis have been described but the condition is probably underreported. Alpha-I-antitrypsin deficiency is often an incidental finding in the protein electrophoresis or acute phase protein screen but serum alpha-I-antitrypsin level should be estimated in all cases of panniculitis.
Even allowing for underdiagnosls, the number of patients with panniculitis and/or emphysema are many fold less than expected suggesting that other factors are important. Patients should be counselled about the dangers of smoking and alcohol ingestion, which lead to early emphysema and liver disease (hepatitis, cirrhosis and hepatoma) respectively", Family members should be traced and phenotyped to identify those at risk.
Pelvic abscesses can occur as a result of rectal perforation. However, rectal perforation due to blunt pelvic trauma usually requires sufficient force to disrupt the pelvic ring 1 • 2 •
Case report
A 15-year-oldgirl presented to casualty having fallen heavily onto her buttocks whilst running. She was crying and had a tender right buttock. Pelvic X-rays demonstrated a mild pubic symphysis diastasis; she was given analgesics and discharged. She represented 5 days later with increasing right buttock pain, a 3-day history of constipation, now absolute and difficulty passing urine.
On examination she was distressed and unwell, pyrexial (3S.S0C) and her pulse was 96. Rectal examination revealed a soft boggymucosa with a fluid collectionaround the rectum, and was exquisitely tender. White cell count 24700/111. A pelvic abscess was diagnosed, she was catheterized and cefuroxime 1.5 g three times a day and metronidazole 500 mg three times a day was started intravenously. Ultrasound confirmed a pelvic abscess and CT scan further demonstrated rectal compression ( Figure 1 ).
After 24 h she spontaneously discharged 700 ml of watery green pus per rectum. This continued in decreasing amounts over the next 3 days, her temperature settling. She became well, the catheter was removed and she was discharged after having her bowels open normally. On review she remains well.
Discussion
A rectal tear as a result of blunt injury is most likely to occur just proximal to the anus, the bowel being most fixed and least distensible at this point", Injuries may be intra-or extraperitoneal and occur above or below the levator mechanism. Extraperitoneal injuries may be painless due to the lack of nerve endings above the dentate line", Lower injuries may be palpable per rectum and the presence ofblood on the examining finger mandates proctosigmoidoscopy although up to 30% of tears may not be visible".
Extraperitoneal and subcutaneous emphysema are reported but rare and diffusion of extraperitoneal air may show as free gas under the diaphragm on an erect chest X-ray, in the absence of peritoneal damage 2 ,5. Bacterial seeding (predominantly bacteroides), into perirectal tissues leads to pelvic abscess formation and may lead to bacteraemia or septicaemia -systemic infection accounting for nearly all serious complications and deaths".
Perforation occurring at barium enema demonstrates that below the levators perirectal and ischiorectal fat are contaminated, whereas above the levators but below the peritoneal reflection, gas and barium track into the retroperitoneal space!".
Extensive damage presenting more than 6 hours after injury requires faecal diversion with presacral drainage via the perineum and distal bowel washout. Metronidazole, gentamicin and tetanus toxoid should be given.
Less extensive injuries presenting early and in those with a prepared bowel can be treated expectantly, some authors advocating per-anal rectal repairs.
Diagnosis of a pelvic abscess is made clinically -local pain and systemic toxicity being marked and is confirmed by ultrasound and CT scanning. Pelvic abscesses are intimately related to bladder and bowel and we avoided formal drainage preferring to rely on high dose antibiotics with spontaneous discharge into the rectum. Against this, intraperitoneal rupture sometimes occurs and is dangerous.
Spontaneous resolution of a pelvic abscess occurring at barium enema and treated only with metronidazole has previously been reported".
Ultrasound and CT scanning now appear to provide the answer with guided catheter drainage. Percutaneously via the anterior abdominal wall this is difficult and dangerous; posteriorly, performed via the lower portion of the greater sciatic foramen, thereby avoiding the neurovascular structures, is complicated by pain and kinking of the catheter!", Catheter placement under digital pelvic real time ultrasound control for abscess drainage was first described in 1985. More recently drainage has been undertaken transrectally under ultrasound control using a 20G catheter applied to the index finger and transvaginally via the posterior fornix, both with excellent results ll ,12 . Although the left atrium is normally separated from the oesophagus only by the pericardium, oesophago-atrial fistulae are rare, especially in benign disease. Only six cases have been reported'. Here we describe a fatal case in a patient who had been taking tetracycline.
Case report
A 73-year-old woman presented following a fall. She felt that her hips had given way. There was no loss of consciousness but she had been unable to get up again for 20 min. She had been feeling tired and unwell for a few days and the day before she had been started on tetracycline hydrochloride by her general practitioner. She denied any indigestion. Three years earlier her legs had become swollen and she was found to have mainly right-sided heart failure with signs of tricuspid regurgitation. She was started on frusemide, amiloride and isosorbide mononitrate and improved but within 6 months she developed complete heart block. Cardiac catheterization showed proximal occlusion of a dominant right coronary artery. A dual chamber (DDD) pacing system was inserted via the left subclavian vein.
On examination following the fall she was unsteady when standing and unable to walk but no other new abnormalities were found. She was admitted to hospital. The next day she became pyrexial and developed cellulitis on the lower legs. A urine specimen showed frank pus and a coliform was cultured. Penicillin, flucloxacillin and gentamicin were given intravenously and there was a rapid clinical improvement.
Two weeks later her left arm became oedematous and dilated veins appeared over the left shoulder. Venography showed complete obstruction of the left subclavian vein from the axilla to the superior vena cava. Intravenous heparin was commenced but 2 days later she passed some 200 ml of fresh blood per rectum. The anticoagulant was stopped but within 2 hours she vomited fresh blood and 2 min later lost consciousness and became pulseless. Attempts at resuscitation were hampered by bloodflowing into the mouth and the patient died.
At necropsy fresh blood was present in the mouth and oesophagus. Just below the level of the tracheal bifurcation was a 50 x30 mm ulcer in the anterior oesophageal wall with abundant overlying blood clot. The edges were flat and undermined with a clean ulcer base. There were dense adhesions between the oesophagus, left atrium and lung. A small round hole was present in the ulcer base through which a probe passed easily into the left atrium. The stomach, duodenum and large bowel contained fresh and altered blood. Histology showed a benign active chronic oesophageal ulcer. The adjacent mucosa
